Study selection and assessment: randomised controlled trials (RCTs) or clinical controlled trials (CCTs) that compared GBE for adults with type 2 diabetes mellitus (delivered in primary or secondary care settings, based on learner/patient centred education, >6 participants in a group, and >1 session of 1 hour) with a control condition (usual care, no intervention, or a waiting list).
Outcomes: clinical (glycated haemoglobin, fasting glucose, and medication use), lifestyle (diabetes knowledge), and psychosocial (quality of life and empowerment/self efficacy) measures.
MAIN RESULTS
8 RCTs (n = 1260) and 3 CCTs (n = 272) met the selection criteria. Meta-analysis (using a random effects model) showed that glycated haemoglobin and fasting glucose concentrations were lower in the intervention group than in the control group (table) and that diabetes knowledge scores were greater in the intervention group than in the control group (3 trials, n = 432; standardised mean difference 0.95, 95% CI 0.72 to 1.18). More patients in the intervention group than in the control group reduced their use of diabetes medication over 12-14 months (5 trials, n = 654; relative benefit increase 825%, CI 202 to 2738). 1 RCT (n = 314) reported greater total empowerment scores in the intervention group than in the control group throughout follow up (p values ,0.05). The topic is important because of the high prevalence of type 2 diabetes and the increasing emphasis on GBE rather than one-on-one educational encounters. Deakin et al reported that GBE was associated with greater improvement in glycated haemoglobin over a longer duration than that shown in previous meta-analyses.
CONCLUSION
However, several critical methodological issues limit the conclusiveness of this review. Firstly, Deakin et al purposely excluded studies using attention control groups. Therefore, one cannot determine whether group differences resulted from simply enrolling in a study or from the effect of the intervention itself. Secondly, using a priori established quality criteria, the authors rated 9 of the 11 included studies as poor quality, with a high risk of serious bias and rated none as being at low risk of major bias. Important methodological deficiencies in the studies included inadequate allocation concealment; substantial, and often differential, loss to follow up; and failure to use an intention to treat approach to the analyses. Although the authors did several sensitivity analyses, these analyses are limited by the small number of studies that could be included. Finally, many of the studies did not examine other important health outcomes, such as the development or progression of diabetes complications and changes in blood pressure, lipid profiles, or weight.
Deakin et al identify the need for well designed studies examining the effects of GBE on a broad range of health outcomes, including cost effectiveness. A strong body of evidence is required to assist clinicians, policy makers, and health planners in their decision making.
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